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ABSTRACT

This study investigated personality variables that could be us e 
ful as prognostic instruments in a four week instrumented laboratory
training program which is used as a therapeutic format for open ward
patients in a Veterans Administration hospital.

The Leary System of

Interpersonal Diagnosis was used to define the personality variables
examined — self-acceptance, self-actualization, and perceived dominance.
The Post-hospital Adjustment Battery was composed of the following
factors:

perceived problem solving ability, perceived problem with

alcohol, perceived somatic and psychological symptoms, perceived somatic
and general status, and work adjustment.
The findings of the study were limited but consistent with one
main goal of the laboratory training program--development of interperson
al skill.

Self-acceptance and perceived dominance were fairly good

predictive measures of post-hospital perceived problem solving ability.
Self-actualization did not prove to be of any value as a predictive
instrument.

A comparison of the patients who made a "poorer" post

hospital adjustment with those who made a "better" adjustment showed
that the patients making a better adjustment had a higher level of per
ceived dominance and self-acceptance at the completion of the program
than did those patients making a poorer adjustment.

The importance of

self-acceptance and perceived dominance on change during psychotherapy
was also discussed.

vii

INTRODUCTION

Wandering through the maze of psychotherapy research literature
leaves one with a feeling similar to that which Alice must have felt
during her famous trip through Wonderland.

It is very difficult to

discern the real or the constant, and things often seem to be different
from the way they really are.

Like Carroll's novel, psychotherapy re

search has a very serious objective.

However, there is far from perfect

agreement on that objective

1962).

(Sanford,

The factors of process,

content, and goal in psychotherapy often seem to contain more illusion
than solid substance.

The objective of this study is to attempt to

delimit and define these factors so that a meaningful examination can
be made of a specific type of psychotherapy program.

Defining Psychotherapy
Raimy (1950) described psychotherapy as an unidentified tech
nique that is applied to unspecified problems and results in unpre
dictable outcome.
Kiesler,

Others (Colby, 1964; Parloff, Kelman, & Frank, 1954;

1966) supported this indictment of the murkiness of

psychotherapy research.

At times, there seems to be as many defini

tions of psychotherapy as there are psychotherapists.

Winder (1957),

however, proposed a definitive definition that seems to be adaptable
to many varieties _of psychotherapy.

He stated;

Pyschotherapy is interpersonal relationships characterized
by the following attributes.

(a)

One or more of the

participants are expert in human relationships, implying

1

2

effectiveness in altering of adjustment.

(b)

One or

more participants have been designated as making unsatis
factory intrapersonal or interpersonal adjustment, or
both.

The designation may be by self or by others who

are in a position to delineate the immediate life situa
tion of this participant.

(c)

There is agreement by the

participants, or those empowered to make compelling
decisions regarding the participants, that the objective
of the relationship is alteration of the unsatisfactory
intrapersonal and interpersonal processes of the patient
or client.

(p. 309)

While one could find objections with this definition, it does
focus on the three basic aspects of the therapeutic relationship:
selection of the client, the process of psychotherapy, and the desired
change.

Each of these segments is an important portion of the psycho

therapeutic operation (Betz, 1962), and each must be clearly defined
and interrelated before a specific definition of psychotherapy can be
devised.

The following sections raise questions that help clarify the

field of psychotherapy.

Patient Selection
Since psychotherapy is both an expensive and time consuming
process, a question is raised as to which people can benefit from it
and why.

Psychotherapy,

like other techniques, has its limitations

and may be of use with only a small portion of the population (Strupp,
1967).

Patients are a heterogeneous group, and those who can benefit
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from a particular type of therapeutic intervention should be identified
(Kiesler, 1966).

Unfortunately, the selection of proper patients for

psychotherapy is severely hampered by a lack of knowledge about important
parameters

(Kiesler, 1966; Levinson,

1962; Rotter,

1960).

The present

system of selection based on psychodiagnostics leaves out more important
information about the individual than it includes, and, in fact, diagnoses often have little relationship to patient differences and dis
position (Arnhoff, 1954; Dayton,
Levinson,

1962).

1940; Doering & Raymond,

1934;

For instance, present diagnostic techniques often

ignore patient perceptual processes which are important in maximizing
the ratio of improved patients to unimproved patients (Kiesler,

1966).

Perception.is no longer considered to be a passive physiological
function, but rather an active social process important to the person
ality pattern of the individual (Luria,

1966).

An individual gradually

develops a way of looking at himself and his world that is conditioned
by his experiences (Rotter, 1966; Taguiri,

1958).

Burke & Bennis (1961)

considered perceptual processes to play a critical role in laboratory
training, the subject of the prese .t study.

Client-centered therapy,

which provides some of the basic structure for the present study, also
places a heavy stress upon perceptual processes

(Rogers,

1954).

According to Butler & Haigh (1954), the importance of self-perception
in client-centered therapy developed from the idea of the self-concept.
The self-concept is considered to be the common core of the factors
that control and determine an individual’s behavior.

In addition,

Butler & Haigh (1954) pointed out that Rogers felt that the concept of
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"self" is composed of many self-perceptions of relative importance to
the individual.

They felt that an individual has a subjective con

tinuum on which he ranks the self-referral statements.

To help order

the various self-referral statements, they introduced at one end of the
continuum the concept of the ideal-self which they defined as the
conscious perception of desired characteristics and emotional patterns.
The present study, in part, investigates the importance of the
discrepancy between the ideal-self and the self-concept
acceptance) in relation to psychotherapy change.

(i.e., self-

Rogers (1957) con

sidered this discrepancy a primary factor in the selection of patients
for psychotherapy.

If patient selection can be improved, will the

process of psychotherapy function more effectively?

The Process of Psychotherapy
a

Probably nothing so basic to the field of mental health evokes
such widely divergent views or contrary opinions as the process of
psychotherapy itself.

Psychotherapy is not a unitary process but

rather an abstraction that includes many techniques with different
objectives (Benne, Bradford, & Lippitt,

1964; Colby, 1964).

It is hard

to imagine that an unsophisticated observer could come to the conclu
sion that Rosen and Rogers are conducting the same activity--psychotherapy.

While there is no single agreed upon method in the field of

psychotherapy, the major approaches in the field have been the classical
analytic, the client-centered, and more recently learning theory
(Kiesler, 1966).

It is outside the scope of this study to examine the

relative success of these respective methods, and that is not really
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the objective of this research.

The question being raised here is how

well these theoretical formulations function as research modalities.
Kiesler (1966) pointed out that these theoretical systems have the
serious weaknesses of not being comprehensive and not providing adequate
models for psychotherapy research.

In addition, all three systems have

treatment processes that are only loosely related to their personality
theories.

Conceptualizing a comprehensive personality theory in such a

manner that specific hypotheses can be concretely generated and tested
is a difficult task (Sanford, 1962).

At times it seems as if personal

ity theory has little to do with psychotherapy (Combs, 1949).

Criteria for Change in Psychotherapy
The question of criteria is a problem for research with both
patient and process variables.

Is there an effective way to judge

personality change and adjustment?

Gordon, Grummon, Rogers, & Seeman

(1954); Paul (1967); and Sanford (1962) all felt that psychology does
not have the criteria to rate success or failure in adjustment because
of a lack of knowledge about personality variables or modes of adjust
ment.

However, it is precisely this type of knowledge that is essential

in planning and developing any kind of effective psychotherapeutic
program.
One often held implicit assumption is that change is a unitary
function.

However, change is not a unitary, global factor, and any

given criterion cannot be used as an indicator of success in psycho
therapy (Stone, Frank, Nash, & Imber, 1961; Truax, Schuldt, & Wargo,
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1968).

If improvement is properly conceived of as a multiple function,

the questions arise as to which criteria are appropriate and in what
way' these criteria can be combined into an assessment battery.
A useful assessment battery for personality change during psycho
therapy is ultimately dependent upon the concept of adjustment that a
researcher uses.

Criteria of adjustment are usually based upon the

theorist's idea of what constitutes mental health.

At the present time,

the medical model is at the center of most attempts to define normal
functioning in the mental health fields.

Essentially, the medical

model says that there is something wrong with an individual who is
having psychiatric difficulties, and, hence, removal of that "something’1 results in a healthy individual.

While the medical model has

been in vogue for a fairly long time, it is being increasingly chal
lenged by many writers as being inaccurate (Lamy, 1966; Szasz, 1961).
If the medical model is of limited use in defining mental health, what
alternatives are there?
Jahoda (1958) found the following definitions of mental health
prevelant in her research into the area;
self-actualization,

(1) self-perception,

(3) combinations of the above two,

(2)

(4) autonomy,

(5) accuracy of reality perception, and (6) environmental mastery.
Some of these definitions form the basis for the criterion groups used
in this study, as is explained later.

Still, definitions of mental

health are mostly abstractions and bring forth the problem of speci
ficity.
One criticism that a clinician often hears is that the field of
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clinical psychology, as well as other mental health professions, does
not have a clear idea of what normal people are like, for the field
started out in pathology and seems not to have worked its way out y e t .
This criticism is not the exclusive property of people outside the
field.

One development that is a partial answer to this criticism is

the advent of laboratory training.

While this development is not an

exclusive product of psychology, it is of considerable use to the field.

Laboratory Training
Laboratory training is a system of personal and organizational
development that evolved from the work of many fields including psy
chology, education, and business administration.

The system is based

on an education model in contrast to a clinical model.

The approach

has half-jokingly been called "therapy for normals" because of the
similarity of goals and methods between laboratory training and some
types of short term therapeutic procedures.
Laboratory training was initiated about 1946 at a workshop
held in New Britain, Connecticut.

From this session, a number of indi

viduals formed into a continuing group called the Basic Training Group
(Benne, 1964).

This group eventually evolved into the National Training

Laboratory (NTL) which is affiliated with the National Education Asso
ciation.

Primarily, NTL trains individuals in organizational and inter

personal skills.
The people involved in the establishment of the laboratory method
felt that some of the current values and knowledge of the social sciences
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were not being used effectively.

While there may be some disagreement

about all of the goals and values of the movement,

the following

summary by Benne, Bradford, & Lippitt (1964) is fairly representative
of the philosophy and aims of the laboratory training movement;
The laboratory is based on an assumption that understand
ings and skills of participation can be learned validly
only through processes of participation in which the
learner is involved.

Training activities

. . . are

further designed to provide help from others in inventing
and testing more integrative and less crippling patterns
of response.
1.

. . .

One hoped-for outcome for the participant is increased

awareness of and sensitivity to emotional reactions and
expressions in himself and in others.
2.

. . .

Another desired objective is greater ability to

perceive and to learn from the consequences of his
actions.
3.

. . .

The staff also attempts to stimulate the clarification

and development of personal values and goals consonant
with a democratic and scientific approach to problems of
social and personal decision
4.

and action.

. . .

Another objective is the development, of concepts

and theoretical insights which will serve as tools in
linking personal values, goals, and intentions to actions
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consistent with these inner factors and with the r e 
quirements of the situation.
5.

. . .

All laboratory programs foster the achievement of

behavioral effectiveness in transactions with one's
environments.........
6.

Another objective grows out of recognition that con

tinuing opportunities to epply new learnings will occur
in back-home situations, though removed from the suppor
tive environment of the laboratory.
7.

. . .

A final objective underlying most laboratory

education is "learning how to learn."

(pp. 16-18)

The emphasis in laboratory training is upon the learner taking an
active role in the experience, conceptualizing his learning, and using
these new learning tools in his normal ongoing environment.

The

methods by which the aims of laboratory training are carried out are
examined in the next section.

Laboratory Training Processes
Trainers, paper and pencil exefcises, verbal learning, and
audio-visital feedback are some of the tools used in laboratory training
formats.

Trainer, trainerless, instrumented, and noninstrumented

formats comprise the basic divisions in laboratory training programs.
The training group (T-group), the most well-known tool, consists of a
number of individuals who form a group with one or more members
designated as trainers who have the primary responsibility for facili
tating the interaction in the group.

It is not the trainer's job to be
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the answer man; rather, he acts as a catalyst and guide for the group
so that other members take charge of the process and learn through
doing.

The group is unstructured and has no set agenda or specific

goals.

It is difficult to describe the process in a given T-group

because each group is composed of different individuals with different
needs, desires, and behavior patterns.

The principal activities of the

group usually revolve around long hours of discussion and sometimes
nonverbal exchanges such as giving and receiving affection and hostility
and the development of trust.

In most groups, though, there is a shift

from guardedness and defensiveness to more openness as individual m e m 
bers become more secure.

This openness is characterized by more

accurate listening and comparison of individual beliefs and perceptions
with those of other group members (Bradford, 1964).
One modification of the T-group format is the D-group (develop
ment group).

The D-group format involves a structure in which there is

no formal leader or trainer, although the objectives and often the proce
dures of the session are the same as those of the T-group format.

The

D-group was developed to facilitate the emergence of leadership and
individual independence which the presence of a designated leader might
hamper (Hanson, Rothaus, Johnson, & Lyle, 1966).
The instrumented laboratory makes use of written and sometimes
verbal instruction to facilitate meaningful interaction.

This format is

different from the T-group in that the instrumented learning experience
is structured and is dependent to a large degree on the specific type
of instruction.

The instrumented laboratory is especially effective for
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large groups in which the use of a trainer would be difficult and in
groups in which one of the primary goals is the development of leader
ship and independence.

The noninstrumented laboratory is one in which

only the trainer is utilized for direction and guidance.
These formats are not exclusive and many programs use a mixture
of various types to achieve their aims.

Laboratory Training and Psychotherapy
Some writers

(Argyris,

1968; Benne et a l ., 1964) very carefully

draw a distinction between laboratory training and psychotherapy.
Argyris (1968) distinguished between what he referred to as therapy for
patients and what he called laboratory training or competence training
for normals.

He postulated that psychiatric patients would not be able

to create an atmosphere necessary for successful laboratory training.
Basing this differentiation on a division between what he called those
individuals who are oriented toward increasing competence (normals) and
those who are primarily interested in survival (patients), he argued
that individuals who are oriented toward survival cannot be open enough
or interested enough in competence training because of the intense
threat that they are under at the time.
Benne et: a\.

(1964) differentiated therapy and laboratory

training on the basis that;
The former clients are "patients" insofar as they accept
the r o l e , (emphasis added) disturbed by subnormal or
abnormal functioning in significant relationships.

The

goal of group psychotherapy is to help the patient come
up to--or back to--normal functioning.

The individuals
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who come to a training laboratory are, ideally at
least, functioning normally in their significant rela
tionships.

As trainees, their aim is to improve their

functioning at its present generally adequate level and
thus to improve the functioning of the group and
organizations of which they are members.
tion may seem slight.

This distinc

But it affects markedly the

definition of the roles of both trainer and trainee (p. 30).
The main thrust of the foregoing argument concerns the perception that
the respective group members have of their particular roles.

Benne

et a l . (1964) indicated that the perception of patient status or normal
status is the factor that determines the goals and procedures of the
group.

In essence, they said that a training group would not be

appropriate for individuals who considered themselves to be patients.

Role Perception and Perceived Dominance
The aspects of role perception that are important in this study
revolve around the interrelated role orientations of perceived
dominance and locus of control.

Rotter (1966) wrote extensively about

the concept of locus of control which involves an individual's percep
tion of whether he makes things happen or whether things seem to happen
as a result of external, random factors.

According to Rotter, indi

viduals differ in their expectations because of differential histories
of reinforcement.

He further maintained that individuals who have a

sense of control over their own destinies are more in tune with their
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interpersonal environments than those, individuals who feel little
control over their behavior.
Psychiatric patients seem to play the role which they think is
expected of them as patients--it is up to the omnipotent doctor to cure
them (Storrow & Spanner,

1962).

The locus of control for their behavior

seems to reside in their external environments.

Rather than seeing

themselves as dominating their environments, they act like impotent
victims of it.

If a patient comes to a psychiatric program with an

attitude of submission and the program is oriented toward increasing his
perceived dominance, then a change in his expectations and perceptions
of himself is necessary for successful treatment.

In fact, a change in

patient self-perception from passive to active has been shown to be
important in psychotherapeutic success (Storrow & Spanner, 1962; Buxner,
1968).

Self-actualization
Heretofore two important ideas being investigated in this paper
have been explored--self-acceptance and dominance.

Another important

aspect of adjustment that Jahoda (1958) mentioned is self-actualization.
This concept is the third area explored in this study.

Self-actualiza

tion was chosen because, like self-acceptance and dominance, it could
contribute to the difficult task of developing a more useful system of
making prognostic statements.
The idea of self-actualization is an important concept to a
number of writers including Carl Rogers, Gordon Allport, and Abraham
Maslow.

These writers have strongly pointed out the importance of
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self-actualization as a motivator in behavior.

According to Jahoda

(1958), the term self-actualization has two general meanings.

On one

hand, it is sometimes given as a general term applicable to all
organisms and indicates forward progress of some kind.

The other

general useage refers to well-adjusted human behavior.

This latter

useage seems to be of importance to patient groups.

As mentioned pre-

vioxisly, many patients seem to have a life style characterized as a
passive, partially successful control of their environments.

They do

not seem to be striving toward a more independent and successful adjust
ment.

Striving for a change to new, more successful behavior patterns

may be a key factor in personality change during psychotherapy.
The present study investigates a laboratory training program
qua therapy in a Veterans Administration Hospital.

This program

stresses the development of interpersonal skill and independence.
Though Argyris (1968) maintained that psychiatric patients are unable
to participate in laboratory training, this program has been success
fully conducted for over eight years.

Veterans Administration Hospitals
_.Jn spite of the methodological difficulties in treatment m e n 
tioned, the VA has the responsibility for treating a large number of
individuals with an average daily load of about 24,000 in its neuro
psychiatric services (Fiscal Division, Houston VA Hospital).

The VA,

however, has special difficulties in treating its patient population.
On the one hand, the neuropsychiatric service is charged with treating
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veterans and returning them to the community as productive citizens as
quickly as possible.

On the other hand, the compensation laws pertain

ing to these same VA patients encourage dependency and long stays in
the hospital.

Further, for some individuals, the hospital represents

an easygoing milieu that has much in common with welfare homes and
provides fewer challenges and crisis situations than a home situation
often does.

Malingering and secondary gains are encouraged at the

same time the psychiatric staff is attempting to discourage dependency
and return the patient to the community.

This conflict can make patient

selection an important consideration.

Houston VA Hospital
The psychiatric service at the Houston VA Hospital maintains
fairly typical wards.

The hospital has the standard type of ward found

at many VA and state hospitals that are short of staff and overendowed
with patients.

The treatment depends upon chemotherapy, some physical

exercise, and sometimes occupational, manual, or vocational therapy in
a random fashion.

No overall treatment philosophy of any kind other

than a custodial approach is clearly extant.

The emphasis in treatment

is upon finding the drug that will render the patients more manageable
and contribute to lowering of anxiety.
Another ward ideally offers individual therapy in addition to
chemotherapy.
lectures, etc.

This program also includes group therapy, psychodrama,
However, like most wards of this type, the ideal is

usually far from being attained.

Such a ward demands a large,
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experienced staff to plan and conduct the therapeutic activities, but
this staff usually is not available.

In addition, the staff does not

follow a unified treatment approach.
Because of the large number of veterans with drinking problems,
the Houston VA has two wards devoted to treating alcholic problems.
program is new and the other one usually has a long waiting list.

One
Both

programs place a heavy emphasis on group work.
A group psychotherapy program which is not found at most other
hospitals is also conducted.

The patients on this ward are broken into

therapy groups and spend most of their time in these same groups which
meet for five or six hours a day.

This format has the added advantage

that the groups are not only effective vehicles for therapy, but also
encourage socialization which many of the patients find difficult.
The Houston VA Hospital has still another program that is unusual
and is the subject of the present study--the Human Relations Training
Laboratory (HRTL or lab).

The program is an adaptation of a laboratory

training program to a psychotherapeutic treatment vehicle.

Human Relations Training Laboratory
The HRTL was initiated as a unique approach to the treatment of
open ward psychiatric patients.

It was originated in 1961 by its first

director, Robert B. Morton (Hanson et al., 1966).

This program evolved

from the results of the work of Robert Blake and Jane Mouton with
instrumented laboratories which, in turn, were based on investigations
into group dynamics by the NTL (Rothaus, Morton, Johnson, Cleveland, 6c
Lyle, 1963).

While an interested reader may find a more complete
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description of the operations of the HRTL program in the two previously
mentioned publications, the following section is a short summary of the
program format.

Philosophy and Goals of the HRTL
The HRTL is a direct descendent of laboratory training programs
with other populations.

The goals and operations closely parallel

those of other laboratory training settings with nonpsychiatric partici
pants.

According to Rothaus ejt aJL. (1963), the goals of the HRTL are

to create a readiness for feedback, to promote invention, and to
encourage participants to adopt personal responsibility for their own
behavior.

A comparison of these aims with the aims that Benne et a l .

(1964) mention for laboratory training brings out the great similarity
between the two.

The objective in both cases is to help the individual

become more sensitive to behavior cues so that he can use them to
develop a more effective problem solving style.
The HRTL, as contrasted to more traditional psychotherapeutic
approaches, places the stress upon solving present interpersonal prob
lems which are typical problem situations. . An individual has a life
style which manifests itself in the group where it can be worked upon
directly.

The stress is upon "here-and-now" problems in contrast to

an "historical" approach.
Participants on the HRTL are not considered mentally ill by the
staff, but rather they are seen as individuals who have difficulties
because of their inability to solve problems or function effectively in
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interpersonal situations.

More specifically, they are in a hospital

because they set up life patterns that produce interpersonal or intrapersonal problems which they cannot handle or which bring them into
strong conflict with others.

HRTL Program Format
The actual program is a four week regimen in which eight to ten
men remain together as a single group.

The specific groups are "closed,"

that is, all members of the group start and finish at the same time.
The participants are encouraged to closely examine their unsuccessful
problem solving patterns and to ..devise possible alternatives with the
help of the group.

They are encouraged to do this by experimenting

with their behavior and by bringing out honest emotional and behavioral
reactions with the other group members who can then give them feedback.
The participant groups are autonomous--no staff member serves
as group leader or therapist.

This format is used to encourage the

development of independence and leadership (Hanson et a l . , 1966;
Rothaus, Johnson, Hanson, Lyle, & Moyer, 1966).

The staff members

function as group consultants who focus upon group dynamics, leaving
the participants to work out their daily interpersonal problems.
The daily schedule includes three periods that are designed to
teach the participant about himself, his effect on others, and their
effect on him.

The first period is usually at 8:30 A.M. and is most

often conducted by the psychology trainees.
the same format.

The afternoon period has

These sessions include psychodrama, ward government,

and various exercises designed to impart information, e.g., lecturettes
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on process of change, philosophy of the laboratory, Johari window, etc.
Most of these exercises involve a short lecturette by a staff member
followed by a paper and pencil or verbal exercise which brings the
principle down to a personal level.
In addition, at 10:00 A.M. the participants have a D-group
session.

It is in this setting that members test out the ideas pre

sented in the other sessions.

Here, on their own, they have a chance

to try out new behavior, learn new responses, and generally find out
about group dynamics by participating in the process.
The participants make a daily tally of observations about their
own behavior and that of fellow group members.

These observations are

formalized and posted daily in the group room so that the participants
can see their progress in relation to how they were doing the day before
or the last week.

In this manner, the participants can judge their

behavior and its consequences.
There is a very pronounced informality on the lab.

None of the

staff wear hospital whites, and the staff and participants are on a
first name basis.

The participants are not talked down to and are

encouraged to take as much responsibility as they can handle in working
out the daily problems of the lab.

The basic format of the HRTL has

remained the same throughout its history although the staff has changed.
The program is designed as a part of the individual's ongoing life
rather than an isolated treatment situation.
The HRTL has an active research program and often receives
funds for various research projects.

A test battery is administered
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upon entrance to the HRTL, at the end of the program, and by mail nine
months after the completion of the program.

The specific contents of

the test battery vary from time to time depending upon ongoing research.
However, the battery usually includes demographic data, psychological
and somatic data, and various psychological test instruments.

Problem
The crucial question for the HRTL, as for any other program, is
whether it is effective.

If it does have a positive effect, the issue

is to assess for whom it works.

Such is the focus of the present study.

An evaluation of the program as a whole was carried out and is reported
in Johnson, Hanson, Rothaus, Morton, Lyle, & Moyer (1965).

This study

compared the success of the HRTL program with that of a well-run group
psychotherapy ward at the same hospital.

The results of the study

indicated, that the two programs produced similar results on the outcome
criteria used, except that the HRTL participants had a higher rate of
employment and a shorter average stay in the hospital.

The study

pointed out the chief advantage of the HRTL program is that it requires
less staff and moves patients more quickly.

What the study did not do

was to indicate precisely which individuals were gaining most from the
program and in what areas they were gaining.

Analysis of group data

often obscures the effect of individual differences in performance
because the data of some individuals often cancel out the data of other
individuals resulting in a misleading average result picture.
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Change Measurement in the HRTL Program
The most important decision in designing a psychotherapy
study is also the most arbitrary.

Every researcher must decide which

patient, process, and outcome variable relationships he considers to
be most important.

However, there is no singular guide to use in

this determination.

With the HRTL setting, a special difficulty arises

in trying to choose change criteria.

The program is really a

bastardized operation in which a laboratory approach serves as a
therapy vehicle.

As part of the VA system, the program seems to have

fairly well-defined treatment goals, but these goals may have little to
do with the kinds of process changes that are usually expected and
measured in laboratory training research.
In an attempt to be comprehensive and meaningful, the following
two areas are investigated in the present study.

The first area of

investigation assesses the relation between the intake variables and
post-hospital success.

If a series of relationships are established,

these intake variables could be used effectively as a prognostic battery
in an admission procedure.
The second area of investigation examines the relationship
between personality change during the program and post-hospital success.
The change criteria (dependent variables) used in the study include
both outcome and process factors.

The specific criteria questions are

listed in the method section.
With respect to the independent variables, it was decided that
the kinds of factors that Jahoda (195,8) listed as being found in
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definitions of mental health--attitudes toward self, self-actualization,
autonomy, environmental mastery, etc.--would be the most appropriate.
Since the Interpersonal System of Personality incorporates and opera
tionally defines these factors, it provides a basis for forming the
criteria groups used in this investigation.

Goals and Theory of the Leary Interpersonal System of Personality
The Interpersonal System of Personality was developed by Leary
and his co-workers

(Leary,

1956, 1957).

The Leary approach was chosen

for this study because it is a cohesive system with operational methods
which comprise an integral part of the theory.

Both the Leary system

and the HRTL program share a strong interpersonal orientation.
The theory is based, in large part, upon the work of earlier
interpersonal theorists, such as Karen Horney, Harry Stack Sullivan,
George Mead, Edward Saphir, and others (Leary, 1955).

Many of the

social sciences have contributed to the theory which shows a blending
of all of them.
Sullivan.

Still it seems to be most in debt to Harry Stack

Sullivan, while doing brilliant work in the field of inter

personal psychiatry, never formalized his system or worked out a
-methodology for its use in research.

The Leary approach is basically

an extension of the Sullivanian thinking in which many of Sullivan's
ideas have taken concrete form (Leary & Coffey, 1955).
One major aim of the Leary behavioral classifaction is to
enable the clinician to make accurate predictions of future behavior.
While diagnostic techniques presently attempt to do this, the results
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are not completely satisfactory.

In the Leary system, interpersonal

behavior is seen as purposeful and goal directed.
one main purpose--to handle or ward off anxiety.

This behavior serves
One main goal of the

system is to bring the various manifestations of anxiety reducing
behavior into clearer focus.
A multidimensional diagnostic pattern is used to meaningfully
compare many kinds of diagnostic data.

To carry out the basic opera

tions of classification, Leary chose the circle as the basic geometric
design in graphing procedures.

The circle has two main axes, Love-Hate

<L) and Dominance-Submission (D).
divide the circle into four parts.

These two axes are orthogonal and
The circle is further broken into

sixteen parts with each section representing a type of security opera
tion used to ward off anxiety, such as sadism, cooperation, dependency,
etc.

Operationally the circle is handled in octants, and a glance at the

circle shows that two similar types of security operations are combined
for functional purposes (Leary, 1956).
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Figure 1
Multilevel Diagnostic Circle

Dominance
MANAGERIAL

Submission

The graphic procedures that Leary and his co-workers evolved
have been supported by research.

Laforge & Suczek (1955) validated

the fact that the closer an octant is to another octant, the greater
is the actual relationship between those octants (intervariable
correlation reliability - .78).

Armstrong (1958) also found that the
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circle had internal consistency and that the octant placement was more
or less correct (average reliability figures for the octants = .78).
Further research with the Leary system is detailed in the method section.

Overview
Even the brief review of psychotherapy research presented in
this paper illustrates Betz's (1962) complaint that the concept of
psychotherapy is ambiguous.

Part of the difficulty in resolving this

ambiguity and in clarifying psychotherapy research is lack of agreement
about what the client and therapist should be doing.

A client enters

into a therapeutic arrangement because either he or a n important person
in his environment is dissatisfied with the client's behavior.

However,

for personality change to take place, the individual must be discontented
with some aspect of his interaction pattern.

Rogers

(1942, 1954) noted

that lack of self-acceptance provides the motivation for an individual's
entry into a meaningful therapy relationship.

This dissatisfaction

results from an individual's perception of himself and his environment
as unsatisfactory rather than from their objective characteristics
(Rogers, 1947).

The importance of perceptual processes in both labora

tory training and psychotherapy has already been pointed out.

A heavy

emphasis upon perception is employed in this study because of its
central role in personality change.

While this type of definition of

personality change and adjustment is open to question, as is any other,
it seems to be the most appropriate for a laboratory training program
like the HRTL.

Another important aspect of adjustment, employment, was

included in the adjustment battery, i.e., the Post-Hospital Change
Battery.
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The basic goal of this study is to get a clearer idea of the
important characteristics of both the individuals who change markedly
and those who show little or no change during the lab, and further to
compare those who make a good adjustment vs . the individuals who make
a poor adjustment subsequent to the completion of the HRTL program.
This examination is carried out by utilizing factors that seem to be
relevant to the psychotherapy process in general and the HRTL program
in particular.

The factors used are those Jahoda (1958) found to be

most prevalent as definitions of adjustment in her study of mental
health.

The specific hypotheses used to investigate the HRTL program

are presented n e x t .

Hypotheses

Section I."-Prognostic Battery

Hypothesis Jt.

Earlier, it was noted that Rogers and his co

workers stated that a prime motivating factor inducing people to seek
psychotherapy and make therapeutic change is the individual's dissatis
faction with himself.

This dissatisfaction results from a discrepancy

between the way an individual sees himself and the way he wants to be.
Hi:

Individuals who initially see themselves as being vastly different

from the way they want to be benefit more from the HRTL in terms of
post-hospital adjustment than do individuals who initially see them
selves as being close to the way they want to be.

Hypothesis I I .

Self-actualization was mentioned earlier as a
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possible contributing factor to psychotherapy success.

In this study,

self-actualization is considered in the positive sense of adequate
psychological functioning.

This hypothesis investigates the importance

of self-actualization as a prognostic: factor with HRTL participants.
H2:

Individuals who initially have an ideal-self that is vastly differ

ent from the way they overtly behave benefit more from the HRTL in terms
of post-hospital adjustment than do individuals whose overt behavior is
close to the way they initially perceive their ideal-self-image.

Hypothesis I I I .

As mentioned previously, perceived dominance

seems to be related to psychotherapeutic improvement.

In this hypothesis,

the relationship between perceived dominance and post HRTL success is
examined.
H3:

Individuals who enter the HRTL with a high degree of perceived

dominance gain more from the program in terms of post-hospital adjust
ment than do individuals who enter the program with a low level of
perceived dominance.

Section II--Process Change as Related to Outcome

Hypothesis I V .

Hypothesis I was posed as an attempt to discover

if initial self-acceptance is a good prognostic sign.

To get a more

complete picture of the relationship between self-acceptance and out
come, this hypothesis investigates the importance of change in the
level of self-acceptance during the program.
H4a;

Participants who complete the HRTL program with a small discrepancy
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between the way they perceive themselves and the way they want to be
make a better adjustment in terms of post-hospital criteria than do
individuals who complete the program with a high discrepancy between
their self-images and their ideal-self-images.
H4b:

Individuals who evidence a decrease in the discrepancy between

the way they see themselves .and

the

way they want tobe

at

tion of the HRTL program make a

better adjustment interms of post

the comple

hospital criteria than do individuals who increase the discrepancy
between the way they see themselves and the way they want to be or
individuals who show no change in this discrepancy.

Hypothesis V.

In this hypothesis, the relationship between post

hospital outcome and change in self-actualization is investigated.

This

hypothesis extends the investigation postulated before about the rela
tionship between overt behavior

and

the ideal-self.

H5a;

the

HRTL program with a

Participants who complete

small discrep

ancy between the way they overtly behave and the way they want to
behave make a better adjustment in terms of post-hospital criteria
than do individuals who finish the program with a high discrepancy
between their overt behavior and the way they want to be.
H5b:

Individuals who evidence a decrease in the discrepancy between

their perceived overt behavior and the way they want to be at the com
pletion of the HRTL program make a better adjustment in terms of post
hospital criteria than do individuals who show no change in their
discrepancy score or individuals who show an increase in the discrepancy
between their overt behavior and the way they want to be.
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Hypothesis V I .

While an earlier hypothesis investigated the.

relationship between initial perceived dominance and outcome, this
hypothesis deals with the effect of dominance change on outcome.
H6a;

Participants who finish the HRTL program with a high.level of

perceived dominance make a better adjustment in terms of post-hospital
criteria than do individuals who complete the program with a low level
of perceived dominance.
H6b:

Individuals who go from a low level of perceived dominance to a

position of high perceived dominance after completion of the HRTL
program make a better post-hospital adjustment than do Individuals who
show no change in their perceived level of dominance or individuals
who go from a position of high perceived dominance to a position of
low perceived dominance.

METHOD

Dependent Variables
All of the data for the dependent variables come from the nine
month follow-up questionnaires.

The specific dependent variables used

in this study are the five factors listed below that compose the post
hospital change battery.

The numbers listed on the answer blanks or in

parentheses behind the possible answers for each question refer to the
manner in which the answers were weighted in the data analysis.

A full

explanation of the weighting system is found later in the Method
section.

Post-Hospital Change Battery

JL.

Employment.

In our culture, gainful employment seems to be

one of the most widely accepted indications of adjustment.

For the

first outcome criterion factor, the following questions are taken as a
measure of employment success.
At the present time, you are
1

not employed

4

employed' full time (at least 30 hours per week)

3

employed part time (5 to 29 hours per week)
Taking in the time since leaving the hospital, have you

4

worked steadily at the same job

3

worked steadily but at different jobs

2

worked on and off at different jobs
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2

had a job, but are now unemployed

1

not worked at all
If you have worked, how many months?

Check one.

1

less than a month

2.5 about five months

1

about one month in all

3 about six months

2

about two months

3 about seven months

2

about three months

2.5 about four months

2^.

.

4

about eight months

4

about nine months

Perceived problem solving.

The second factor focuses on

how well the former participant feels that he is handling his inter
personal problems.

The one single criterion that is most relevant to

laboratory training and the HRTL is effective problem solving.

More

specifically, the criterion for this factor is how an individual
perceives his ability to solve home and work problems and his attitude
toward problem solving.

The following questions are used to assess

this factor.
How well do you feel you handle problems that come up in your
family life?

Compare yourself with what you think of the "average

man."
1

much worse than the average man

2

worse than the average man

2.5 about the same as the average man
3

better than the average man

4

much better than the average man
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What is your usual attitude toward problems that you are faced
with?
1

almost always feel overwhelmed by problems, feel they are too much
for me to handle

2

tend to feel overwhelmed by problems, feel they are usually too great
for me to handle

2.5

fairly confident about my handling of problems but tend to be
cautious

3

usually feel that I can handle most problems pretty well

4

almost always feel that I can handle most any problem thatcomes up
How well do you feel you can handle problems that

connection with your work?

come up in

Compare yourself with what you think of as

the "average man."
1

much worse than the average man

2

worse than the average man

2 .5 about the same as the average man
3

better than the average man

4

much better than the average man

_3.

D r inking.

While obviously not all of the HRTL partici

pants have a problem with drinking (or drink at all, for that matter)
this researcher has the distinct impression that chronic alcoholism
should be considered a secondary diagnosis with many VA psychiatric
patients including those on the HRTL program and that it interferes
greatly with post-hospital adjustment.

For this study, a problem with

drinking is measured by the following question.
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To what extent has drinking been a problem for you during the
last month?
1

drinking is an extremely serious problem for me

2

drinking is too much and have some problems with it

2.5 drinking is a fairly serious problem for me
.3
4

drinking may be a problem for me, but not serious
no problem with drinking

4.

Somatic and general status.

is the general status of the individual.

The fourth factor investigated

Assessment is made of both

the somatic and psychological status of the individual at the nine month
follow-up time relative to the way the individual felt prior to entering
the HRTL program.

Unless the participant feels improved, a psycho

therapy program cannot be considered a complete success.

This assess

ment is a kind of self-evaluation that is admittedly related to some of
the other factors.

It is measured by the following questions.

How does your physical health now compare with your health
before entering the hospital treatment program on Ward 210?

Circle

your answer.
much better now (4)
same (2.5)

better now (3)

worse now (2)

much worse now (1)

How does your general condition now (your feelings, satisfac
tions, attitudes, etc.) compare with the way you felt before entering
the hospital treatment program on Ward 210?
much better now (4)
worse now (2)

better now

Circle your answer,
(3)

much worse now (1)

same (2.5)
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5,.

Post-hospital psychological and somatic status.

This area

of investigation concerns an assessment of the somatic and psychologi
cal status of the participants at the nine month follow-up point via a
twenty item symptom checklist.

Figure 2
Symptom Checklist

To what extent have you had trouble (pains, aches, etc.) with the
following parts of your body or kinds of symptoms DURING THE PAST W E E K ?
Use check marks to indicate how much trouble you have had.
Body Parts
I.

Head

2„

Much Trouble
3

Some Trouble

No Trouble

2

1

Chest________________ ___

___

__ _

3.

Stomach_________________

___

___

4.

Arms or hands

5.

Legs or feet________ ___

___

___

6.

Eyes_________________ ___

___

___

7.

Ears_________________ ___

___

___

8.

Nose_________________ ___

___

___

9.

Heart________________ ___

___

___

10. Lungs________________ ___

___

II. Bowels_______________ ___

___

12. Sex organs__________ ___

___

.

___
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Symptoms
13. Dizziness or
nausea

___

___

___

___

___

___

___

___

___

trembling_______________ ___

___

___

___

___

___

___

___

___

___

___

___

___

___

___

14. Bad dreams,
nightmares
15. Confused
thinking
16. Shakiness,

17. Feelings of
anger
18. Feelings of
jealousy
19. Feelings of
being misunderstood
20. Worrying

Independent Variables

Diagnostic Operations for the Interpersonal System of Personality
The independent variables used in this investigation were
defined by groups formed on the basis of Leary diagnostic scores.

There

are two main methods for classifying types of interpersonal behavior in
the Leary system.

One is the distribution of octant scores around the

circumference of the circle which indicates the security operations used
by the individual.

The other method of classification is distance from
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the center of the circle which reflects the flexibility-rigidity or
adjustment-maladjustment dimension within a given type of security
operation.

The distance is measured in standard deviations, as well as

actual linear interval distance, and includes a maximum range of
roughly four standard deviations.

The cutoff point between adaptive and

maladaptive behavior is located at the first standard deviation point
from the center of the circle.

A score close to the center of the

circle represents a flexible or adjusted security operation, while a
score near the edge of the circle represents a maladjusted or rigid
security operation.

Any type of security operation in the circle can

be considered as basically adaptive, except when it is applied in a
rigid or highly inconsistent fashion.
The Leary system uses a multidimensional pattern approach of
recording behavior on five discrete levels.

These levels organize

behavioral reactions based on the type of stimulus that produced them.
An individual receives an octant score (adjusted or maladjusted) for
each level.

The octant scores for the various levels both indicate the

various security operations of the individual and provide an operational
diagnosis of the person at that level.

The following sections explain

the levels and how they are measured.

Level JE.

Level I is the public level of overt behavior and

includes behavior that the individual presents in relation to other
people.

Scores for this level can be obtained in a number of ways, in

cluding ratings by trained individuals, ratings by peers, sociometric
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techniques, etc.

For clinical use, the most common method of assessment

is made via the MMPI which is used as an approximation of the ov*7
behavior of the individual (Leary, 1957).

The experimental findings on

the use of the MMPI as representative of public behavior have been mixed.
While Gynther (1962) failed to find a MMPI-sociometric relationship in
nonpsychiatric patients, Leary & Coffey (1955), David (1962), McDonald
(1962), and Klopfer (1961) found a positive relationship between the
MMPI and overt behavior with either psychiatric or nonpsychiatric groups.
While the evidence on this relationship is meager, the preponderance of
research seems to point to a relationship between the MMPI and the
Level I in the Leary system.
The specific MMPI methodology transformations are as follows.
The MMPI is given and scored in the usual manner.

The scale scores are

then converted to a Dominance (D) score and a Love (L) score that can be
graphed upon the basic circular grid.

The formulae are as follows:

D= (Ma-D) + (Hs-Pt), and L= (K-F) -I- (Hy-Sc).

The particular formulae

were worked out empirically, and, though they may not be the most useful
formulae, they have proven to have significant correlations with the D
and L dimensions (Leary, 1956).

By intersecting the two orthogonal

axes, D and L, a point in the circle is established for a given individ
ual at Level I.

The individual is characterized as using the security

operations of the octant in which his score places him for that level.
In addition, depending on hoxtf far from the center of the circle the
individual is located, he is also characterized as adjusted or malad
justed .
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Level I I .

Level II is derived from the individual's conscious

description of himself and significant others in his environment.

The

scores can be obtained by trained personnel, from therapy interviews,
etc., but the most common method is by the use of the Interpersonal
Check List (ICL) (Leary, 1956).

The ICL is a 128 item adjective

checklist that is scored in a manner which results in a D and an L
score for that level.

The checklist was devised from traits Suczek

found in psychological literature up to 1950 (Laforge & Suczelc, 1955).
Laforge & Suczek attempted to provide a stimulus pattern that was
balanced in the types of traits it presented and that represented inter
personal behavior at various levels of intensity.

The present ICL is

the fourth revision of the checklist.
Research results on the basic structure of the ICL scores have
been positive.

Foa (1961) did a factor analysis of the Leary ICL and

found the two axes, Love-Hate and Dominance-Submission, that Leary had
developed.

He concluded that the two axes were sufficient for describ

ing the results, but three were needed to explain them.

Another factor

analysis by Briar & Bieri (1963) confirmed that the ICL measured the two
orthogonal factors that Leary and his co-workers described.
of the ICL also has shown its usefulness as a test instrument
Miller, & Davis, 1962; Chenault & Seegars,

Level I I I .

Application
(Gynther,

1962).

Level III consists of private symbolization.

This

level is produced from and measured by projective, indirect fantasy
materials.

These date can be obtained from a variety of sources:

dreams, fantasies, artistic productions, etc.

Many psychological tests
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can also be used, but the TAT is the most common method of assessment
for this level.

The TAT is scored in a special manner that results in

the usual D and L scores, which in turn are plotted on the common
circular grid in terms of the octant scores.

Level I V .

Level IV is composed of unexpressed, unconscious

communication and has not yet been worked out; it appears unlikely that
it ever will,be because of philosophical and methodological considera
tions.

Level V.

This level characterizes an individual's perceived

ego-ideal or what he consciously considers to be ultimately important
for himself.

Scores for this level can be obtained from trained inter

viewers, therapy sessions, etc., but the most common method is from the
ICL on which an individual rates what he wants to be or what he does
not want to be.

The ICL is scored for the ideal-self and results in

both D and L scores that are also plotted on the same basic circle.
The transformations are slightly different for this level from that of
Level II in order to overcome a cluster effect (Leary, 1956).

Multilevel operations.

A number of different level scores can

be obtained for the same individual and compared meaningfully to each
other.

An individual's consistency and deviations among levels can be

noted.
In comparing octant scores from different levels, a complica
tion arose because the octants are pie-shaped slices of a circle rather
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than individual points.

Thus, an individual could obtain a score of

octant 8, adjusted, and be anywhere in the circumscribed area along
with other individuals who also obtained a score of octant 8, adjusted,
but who had different D and L scores.

Leary and his co-workers devel

oped a methodology for measuring the distance between octant scores on
respective levels which utilizes an averaging technique that provides
that any score in a given octant is represented by one of two points
for purposes of comparison.

One point represents the rigid or m a l 

adjusted security operation, and the other point represents the
adjusted or flexible security operation for that octant.

The following

simple formula is used to find the distance

between two points repre

senting different octants;

v dx^ -|-dy2 .

distance (d) =

Leary Scores used to Assess the HRTL Program.
Behavior from three of the four operational levels (I, II, and
V) of the Leary system were used in this investigation.
types of scores were utilized.

Three basic

The first type of score used was the

perceived dominance (D) score, i.e., the score determined by the
Dominance-Submission axis at Level II.

The

second type of score

was the octant score obtained from the intersection of the
scores for a given level.

D and

used
L

The third type of score was the cl (distance)

score between various level octant scores.

The tables used in the

mathematical transformations are found in Multilevel Measurement of
Interpersonal Behavior (Leary, 1956).
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Subjects
The subjects for this study were all participants of the HRTL
program from June 1963 to January 1965.

In order to be included in

this study, participants had to meet the following criteria;
plete the entire four week program,

(1) com

(2) take the entrance battery,

(3)

return the nine month follow-up questionnaire, and (4) complete the
ICL and MMPI upon entrance and completion of the HPvTL program.

Most

subjects not qualifying for this study were eliminated because they
did not have complete ICL or MMPI data.

The return rate on the nine

month follo\tf-up questionnaire was about 70% which is fairly high for
such a relatively transient and traditionally irresponsible population.
The total subject population was 63.
y

The following section details the way in which the subjects
were formed into groups and the way in which the various hypotheses
were tested.

Procedure for Testing Hypotheses

Hypothesis JE
The first hypothesis was tested via the _d score resulting
from the distance between an individual's initial Level II (self-image)
score and his initial Level V (ideal-self-image) score.
were divided into two groups..

The subjects

Group A was composed of high self-

acceptors as defined by a d score of 44 or less.

Group B was composed

of low self-acceptors as defined by a d score over 44.
groups were compared on the five post-hospital measures.

These two
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Hypothesis II
The second hypothesis was tested via the cl score resulting
from the distance between an individual's initial Level I (overt
behavior) score and his initial Level V (ideal-self) score.
jects were divided into two groups.

The sub

Group A was composed of high self-

actualizers as defined by a d score 44 or less.

Group B was composed

of low self-actualizers as defined by a d score over 44.

These two

groups were compared on the five post-hospital measures.

Hypothesis III
Hypothesis III was tested via two operations.

In the first

operation, two groups were formed on the basis of their initial per
ceived dominance as measured by their initial Level II (self-image)
octant scores.

Group A was composed of individuals with a high level

of perceived dominance as defined by an octant score of 1, 2, 3, or 8.
Group B was composed of individuals with a low level of perceived
dominance as defined by an octant score of 4, 5, 6, or 7.

The octant

groups are roughly divided by the horizontal division of the circle by
the Love-Hate axis.

These two groups were compared on the five post

hospital measures.
The second operation investigated dominance by using the D
score independent of the octant score.

The subjects were divided into

three groups on the basis of their initial Level II (self-image) D
scores.

Group A was composed of individuals with a low level of per

ceived dominance as defined by a D score below 40.

I

Group B was composed
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of individuals with a medium level of perceived dominance as defined
by a D score between 40 and 60.

Group C was composed of individuals

with a high level of perceived dominance as defined by a D score over
60.

These three groups were compared on the five post-hospital m e a 

sures .

Hypothesis IV
Hypothesis IVa was tested by dividing the subjects into two
groups on the basis of their self-acceptance at the completion of the
HRTL program.

Self-acceptance was measured by the post d score between

Level II (self-image) and Level V (ideal-self-image).

Group A was

composed of high self-acceptors as defined by a d score 44 or less.
Group B was composed of low self-acceptors as defined by a d score
over 44.

These two groups were compared on the five post-hospital

measures.
Hypothesis IVb was tested by dividing the subjects into three
groups on the basis of their change in self-acceptance during the HRTL
program.

This change was measured by comparing the initial Level I-V

(self-actualization) ci scores to the post Level I-V _d scores of the
participants.

Group A was composed of individuals who went from a

position of high self-acceptance to a position of low self-acceptance.
Group B was composed of individuals who did not change their level of
self-acceptance.

Group C was composed of individuals who were initially

low self-acceptors and went to a position of high self-acceptance.
These three groups were compared on the five post-hospital measures.

/
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Hypothesis V
In testing Hypothesis Va, the subjects were divided into two
groups on the basis of their self-actualization as measured by their
post d score between Level I (overt behavior) and Level V (ideal-selfimage).

Group A was composed of high self-actualizers as defined by a

d score of 44 or less.

Group B was composed of low self-actualizers

defined by a d score over 44.

These two groups were compared on the

five post-hospital measures.
To test Hypothesis Vb, the subjects were divided into three
groups based upon change in the discrepancy between the initial and
post Level I-V (self-actualization) cl scores.

Group A was composed of

individuals who went from a position of high self-actualization to a
position of low self-actualization.

Group B was composed of individ

uals who did not change their level of self-actualization.

Group C

was composed of individuals who were initially low self-actualizers
and went to a position of high self-actualization.

These three groups

were compared on the five post-hospital measures.

Hypothesi s VI
Two operations were used in testing Hypothesis Via.

The first

operation involved dividing the subjects into three groups based on
their perceived dominance at the completion of the HRTL program.
was measured by their post Level II (self-image) D scores.

This

Group A

was composed of individuals who had a high level of perceived dominance
as defined by a D score over 60.

Group B was composed of individuals
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who had a medium level of perceived dominance as defined by a D score
between 40 and 60.

Group C was composed of individuals who had a low

level of perceived dominance as defined by a D score under 40.

These

three groups were compared on the five post-hospital measures.
The second operation used in testing Hypothesis Via was to
divide the subjects into two groups on the basis of their perceived
dominance at the completion of the HRTL
•their post Level II octant scores.

program.

This was measured by

Group A was composed of individuals

who had a high level of perceived dominance as defined by an octant
score of 1, 2, 3, or 8.

Group B was composed of individuals who had a

low level of perceived dominance as defined by an octant score of 4, 5,
6, or 7.

These two groups were compared on the five post-hospital

measures.
Analysis of Hypothesis VIb involved two operations.

The first

operation was to divide the subjects into three groups based on their
change in dominance from the beginning to the end of the HRTL program.
This change was measured by a discrepancy in the initial Level II octant
score and the post Level II octant score.

Group A was composed of

individuals who went from a high level of perceived dominance defined
by an octant score of 1, 2, 3, or 8 to a low level of perceived
dominance defined by an octant score of 4, 5, 6, or 7.

Group B was

composed of individuals who did not show a shift in their level of per
ceived dominance.

Group C was composed of individuals who went from

a position of low perceived dominance to a high level of perceived
dominance.
measures.

These three groups were compared on the five post-hospital
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The second operation involved in testing Hypothesis VIb was to
divide the subjects into three groups based on their change in per
ceived dominance from the beginning to the completion of the HRTL
program.

This change was measured by a change in the initial Level II

(self-image) D score and the post Level II D score.

Group A was com

posed of individuals who went from a position of high perceived
dominance defined by a D score over 60 to a position of low perceived
dominance defined by a D score under 40.

Group B was composed of

individuals who did not

show a change in their perceived level

dominance.

composed of individuals who went from a posi

Group C was

of

tion of low perceived dominance to a position of high perceived
dominance.

These three groups were compared on the five post-hospital

m e a s u res.

Backward Look
In order to help clarify the results, two additional procedures
were used in the analysis of the data.

The first procedure involved

forming two groups on the basis of the answers to each question in the
Post-Hospital Change Battery that constituted the dependent variables.
Two groups were formed for each question and were composed of individ
uals who answered the extreme possible alternatives:

answered either

"one" or "five" to a multiple choice question involving five alterna
tives.

For the Symptom

Checklist, an individual received one

point per

question if he answered

"no trouble," two points per question

if he

answered "some trouble," and three points per question if he answered
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"much trouble."

Since the somatic part of the checklist is composed

of twelve items, the possible score ranged from a minimum of twelve to
a maximum of thirty-six.

The two groups were composed of individuals

who had a score eighteen and below and of individuals who had a score
thirty and over.

The psychological part of the checklist contained

eight items and had a minimum score of eight and a maximum score of
twenty-four.

The two groups were composed of individuals who had a

score twelve or under and of individuals who had a score eighteen, or
over.

The two groups for each dependent variable question were compared

on each of the independent variables.
The second procedure involved forming two groups--"Stars" and
"Professional Patients" based on a global linear equation composed of
the five post-hospital criteria measures:(1) employment,
problem solving,
with alcohol, and

(3) somatic and psychological checklist,
(5) somatic and general status.

(2) perceived
(4) problem

There was no a

priori guide in deciding how to assign weights to the respective
factors.

Should all factors be given equal weights or should some

factors be given greater emphasis than others?

Given the importance of

"perceived problem solving" in relation to personality organization and
the HRTL program, this factor was given the heaviest emphasis.

Another

important factor, especially with a VA population, is employment which
was also given a heavier emphasis than the other factors.
used are:

The weights

perceived problem solving = 3, employment = 2, drinking = 1,

somatic and general status = 1, and somatic and psychological checklist
= 1.

Different questions have a different number of possible answers,
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so a system was used by which answers to respective questions could be
added together.

The score for each factor was computed by averaging

the answers to the questions comprising the factor.

The numbers used

in this averaging transformation are given on the answer blanks for
each question.

For the checklist, the following scoring system was used;

20 to 29 = 4, 30 to 39 = 3, 40 to 49 = 2, and 50 to 60 = 1.

The

average factor score was then multiplied by the weight for the factor
and weighted factor values were totaled for each individual.

The

"Stars" group was composed of the fifteen percent (N=10) of the subjects
who obtained the highest (best) scores on the total of the weighted
factors.

The "Professional Patient" groups was composed of the fifteen

percent of the subjects (N=10) who had the lox^est scores on the total
of the weighted factors.

These two groups xtfere compared on the

independent variables.

Data Analyses
All of the data forming the dependent variables, except the
data coming from the Symptom Checklist, were ordinal and involved the
distribution of individuals into particular categories.
were analyzed by the Chi-square test.

These data

The Symptom Checklist was con

ceived as interval data and was tested with a one-xvay analysis of
variance.

The data from the Backxtfard Look were tested either by the

Chi-square test or the Fisher Exact Test.

A one-tailed test was felt

to be appropriate with the Fisher exact probability test because
specific predictions were made.

The acceptable level of significance

for all analyses was set at p = .05.

RESULTS

The results of testing the hypotheses are given in Tables 1
through 7.

The statistically significant findings are listed in Tables

1 through 4 and detailed in Tables 5 through 7.

"NS" in all tables

indicates that the results are not significant.
Tables 1 and 5 show that high initial self-acceptance seems to
be significantly and positively related to two post-hospital factors-length of employment and perceived ability to handle family problems.
High post-laboratory self-acceptance seems to be significantly related
to the factors of few psychological symptoms and little or moderate
difficulty with alcohol.

While these findings contradict Hypothesis I,

they are in line with Hypothesis I V a .
Table 2 shows that "self-actualization" was not significantly
related to any of the dependent variables.
Tables 3 and 7 show that high initial perceived dominance (as
measured by D scores) is positively and significantly related to two
factors--length of employment and perceived ability to handle work
problems.

These findings are in line with Hypothesis III.

Tables 4 and 6 show a significant positive relationship between
high initial perceived dominance (as measured by octant scores) and
perceived ability to solve problems in both work and family situations.
Tables 4 and 6 also show a positive significant relationship between
high post perceived dominance and perceived ability to solve problems
in work situations.

These results are in line with Hypotheses III and

Via.
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TABLE 1

HYPOTHESES EXAMINING SELF-ACCEPTANCE

Dependent Variables

Hypothesis
HI
pre

H4a
post

H4b
change

problem with alcohol

NS

.05

NS

work problem

NS

NS

NS

.05

NS

NS

NS

NS

NS

.05

NS

NS

job stability

NS

NS

NS

months worked

NS

NS

NS

somatic status

NS

NS

NS

general status

NS

NS

NS

somatic checklist

NS

NS

NS

psychological checklist

NS

.05

NS

family problem
problem solving attitude
hours employed
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TABLE 2
HYPOTHESES EXAMINING SELF-ACTUALIZATION

Hypothesis

Dependent Variables
H2
pre

H5a
post

H5b
change

problem with alcohol

NS

NS

NS

work problem

NS

NS

NS

family problem

NS

NS

NS

problem solving attitude

NS

NS

NS

hours employed

NS

NS

NS

job stability

NS

NS

NS

months worked

NS

NS

NS

somatic status

NS

NS

NS

general status

NS

NS

NS

somatic checklist

NS

NS

NS

psychological checklist

NS

NS

NS
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TABLE 3
HYPOTHESES EXAMINING DOMINANCE BY D SCORE

Dependent Variables

Hypothesis
H3
pre

H6a
post

NS

NS

NS

.01

NS

NS

family problem

NS

NS

NS

problem solving attitude

NS

NS

NS

hours employed

NS

NS

NS

job stability

NS

NS

NS

months worked

.01

NS

NS

somatic status

NS

NS

NS

general status

NS

NS

NS

somatic checklist

NS

NS

NS

psychological checklist

NS

NS

NS

problem with alcohol
work problem

H6b
change
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TABLE 4
HYPOTHESES EXAMINING DOMINANCE BY OCTANT

Dependent Variables

Hypothesis
H6a
post

H6b
change

NS

NS

NS

work problem

.05

.05

NS

family problem

.05

NS

NS

problem solving attitude

NS

NS

NS

hours employed

NS

NS

NS

job stability

NS

NS

NS

months worked

NS

NS

NS

somatic status

NS

NS

NS

general status

NS

NS

NS

somatic checklist

NS

NS

NS

psychological checklist

NS

NS

NS

H3
pre

problem with alcohol
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TABLE 5
SELF-ACCEPTANCE

Dependent Variables

Group
Acceptors

Nonacceptors

worse than average man

24.0%

61.8%

same as average man

64.0%

32.4%

better than average man

12.0%

5.9%

unemployed

42.3 %

61.8%

employed full time

57.7%

26.5 %

employed part time

0.0%

11.8%

little difficulty

60.0%

66.7%

much difficulty

40.0%

33.3%

Handle family problems (pre)

Hours of employment

(pre)

Problem with drinking (post)

Dependent Variable

Change in self-acceptance group
High to Low

Psychological symptom
checklist (pre to post)

.

__
X = 1 6 .2

No Change

X = 1 3 .9

Low to High

X = l l .8
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TABLE 6
DOMINANCE BY OCTANTS

Dependent Variables

Octant Group
1,2,3,8

4,5,6,7

worse than average man

34.3%

54.2%

same as average man

25.7%

37.5%

better than average man

40.0%

8.3%

worse than average man

33.3%

61.5%

same as average man

51.5%

38.5%

better than average man

40.0%

0.0%

worse than average man

34.1%

61.1%

same as average man

29.3%

33.3%

better than average man

36.6%

5.6%

Handle work problems (pre)

Handle family problems

Handle work problems

(pre)

(post)
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TABLE 7
DOMINANCE BY LEVELS .

Dependent Variables

Dominance Group
Low

Medium

High

Handle work problems (pre)
worse than average man

55.6%

47.4%

16.7%

same as average man

33.3%

34.2%

16.7%

better than average man

11.1%

18.4%

66.7%

1-2 months

28.6%

32.3%

0.0%

3-7 months

28.6%

58.1%

33.3%

8-9 months

42.9%

9.7%

66.7%

Length of work (pre)
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Of the 132 Chi-square tests run on the data, by chance 6 1/2
findings should be significant at the

.05 level.

The results presented

in Tables 1 through 4 show nine significant relationships.
Table 8 lists the dependent variable (Backward Look) relation
ships that were significant and Table 9 details the significant
findings.

Two factors--few psychological symptoms and an attitude of

being able to handle problems--seem to be related to post "self
acceptance."

Since 110 statistical tests (Chi-square and Fisher exact

probability) were computed for this part of the Backward Look, 5 1/2
significant results would be expected by chance at the

.05 level.

Table 8 lists only two significant findings.
Table 10 shows that Stars and Professional Patients differ from
each other on post-laboratory dominance and on post-laboratory self
acceptance.

In this section, 19 analyses were run, and 1 significant

result would be expected by chance at the
two significant findings.

.05 level.

The data yielded

Often the small size of sample distributions

precluded running statistical tests otherwise appropriate to the data.
In most cases these distributions were in the expected direction and
often approached significance.
Most of the analyses had an N between 60 and 63 except when
length of employment was the criterion factor (N~49).

This variance in

sample size occurred because some individuals failed to answer particu
lar questions on the Post-Hospital Change Battery.
An overview of the findings indicates that some of the hypoth
eses received limited support.

The factors of self-acceptance and

58

TABLE 8
BACKWARD LOOK--ANALYSES OF DEPENDENT VARIABLES

Dependent Variables

Independent Variables

Employment
hours work

no significant results

job stability

no significant results

length of work

no significant results

Perceived problem solving
work problems

no significant results

family problems

no significant results

attitude

Self-acceptance (post)

Drinking

.005

no significant results

somatic status

no significant results

general status

no significant results

Post-hospital status
somatic checklist

no significant results

psychological checklist

Self-acceptance (post)

.02
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TABLE 9
BACKWARD LOOK--SIGNIFICANT DEPENDENT VARIABLES

Perceived Problem Solving Attitude
Independent Variable

Group.
Confident
about
handling
problems

Self-acceptance (post)

not confident
about
handling
problems

N

N

acceptors

4

1

nonacceptors

0

12

Fisher
exact
probability
test

.005

Post-Hospital Psychological Status

Independent Variable

Group
Many
Symptoms

Self-acceptance (post)

Few
Symptoms

N

N

acceptors

1

20

nonacceptors

4

5

Fisher
exact
probability
test

.02
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TABLE 10
BACKWARD LOOK
SIGNIFICANT RESULTS ON STARS AND PROFESSIONAL PATIENTS

Independent Variables

Group
Stars

Professional
Patients

N

N

acceptors

9

2

nonacceptors

1

8

N

N

High (H)

6

1

Medium (M)

4

8

Low (L)

0

1

Self-acceptance (post)

Fisher
exact
probabilitytest

.005

Level of perceived
Dominance (post)

H-M

.05

M-L

NS

L-H

NS
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perceived dominance showed some promise as prognostic instruments, even
though the results of Hypothesis I were opposite to what had been
hypothesized.

Self-actualization did not show any application as a

prognostic instrument.

DISCUSSION

Attempts to link post psychotherapy behavior causally to
treatment processes in a tenuous and presumptious procedure.

The ques

tion, then, is not so much to prove a one-to-one relationship between
personality or psychotherapy variables and post treatment behavior, but
rather to isolate those variables that contribute to a desired change
in core beliefs and behavior patterns.
Parloff, Kelman, & Frank (1954) made the important point that
psychotherapy programs vary in their effect both quantitatively and
qualitatively.

For example, they indicated that group psychotherapy

may increase social facility more than it changes the presenting prob
lems, while certain forms of individual therapy might change insight but
not affect social interaction.

Like Kiesler (1966), they felt that

different individuals do not necessarily make similar behavior changes
on the same schedule or have the same ease in changing given behavior
patterns.

This points to the importance of matching patients to treat

ment programs or to goals in a given program.
The present study examined three important patient variables-self-acceptance, self-actualization, and perceived dominance-~in
relation to post-hospital self-perceptual measures with a VA population.
According to Rogers (1942, 1957), self-acc.eptance (defined by
the Q sort technique) is a prime motivational factor for individuals
seeking psychotherapy.

The logical extension of this idea is that

those individuals with the greatest motivation (i.e., low
62
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self-acceptors) will make the most of their psychotherapy experience
and subsequently do better on post-hospital measures.

The first

hypothesis of this study was based on Rogers' theorizing.

The data

actually supported an opposite prediction, i.e., high initial self
acceptance was positively related to good post-hospital adjustment.
There are several logical reasons possible for these opposite findings.
While many of Rogers' findings were based on an unstructured, out
patient treatment program with no time limits, the present study was
conducted in a VA inpatient setting where the motivational factors are
more complex because they are influenced by family, legal, and finan
cial considerations.

In addition, the IIRTL is a group program with a

definite time limit.

The results of this study

point out the complex

effect of the environmental context upon the use of self-acceptance as
a prognostic instrument.

The difference between Rogers' finding and

the present results stresses the importance of the specific definition
of self-acceptance that is used.
Rogers (1942, 1947) also maintained that a change from low
self-acceptance to high self-acceptance is an indication of adjustment
and psychotherapeutic success.
present study.

This idea did receive support from the

In addition, the best single predictor of future

behavior proved to be self-acceptance.

While not statistically sig

nificant, two patients in each group (N=10) changed their level of
self-acceptance but in opposite directions, i.e., "Stars" increased
and "Professional Patients" decreased in self-acceptance.

Zuclcerman

& Monaskin (1959) might have accounted for part of this finding when
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they indicated that self-acceptance may reflect different modes of
handling personal maladjustment.
The HRTL program does not specifically address itself to self
acceptance.

Some individuals increase their level of self-acceptance

while others decrease, and the direction seems to be possibly related
to post-hospital adjustment.

It might be functional if the program

dealt with self-acceptance more directly.
The factor of self-actualization did not prove useful in pre
dicting post-hospital success.
several different factors.

This result might be a consequence of

One possibility is that the Leary defini

tion of self-actualization is not the same as that of other authors.
Another possibility is that Leary's definition, which rests on the
adequacy of one's Level I measurements, is not adequate.

A third

alternative is that self-actualization as a concept is not applicable
to psychotherapeutic success on the HRTL program.

These alternatives

can neither be accepted or rejected, but in view of the difficulties
with the Leary transformations mentioned earlier, it can be argued that
the difficulty may rest more with the measuring instrument than with
the concept.
The factor of perceived dominance was examined in two basic
w a y s — by use of Leary D scores and by octant scores.

On the basis of

their D scores, the subjects were placed into three groups derived from
the logic of the Leary system in which there are three distinct regions
of low, middle, and high dominance.

A check on this method was carried

out by using the octant scores to form two basic groups of high and low
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dominance.

Both dominance by D score and by octant score seemed to be

important in the prediction of post-hospital success.

Four of the five

statistically significant relationships positively linked perceived
dominance with perceived problem solving ability.

This finding is in

line with the HRTL goals which emphasize effective problem solving
development.

An interesting finding was that initial perceived domi

nance was a better predictor of post-hospital success than was post
laboratory perceived dominance.
light on this situation.

A corollary finding might cast some

The "Stars" and "Professional Patients"

differed significantly on post-laboratory dominance but not on initial
HRTL program dominance.

Although change in perceived dominance did not

reach significance, eight "Stars" increased their level of dominance
and two decreased, while four "Professional Patients" increased their
level of dominance and five decreased (N=10 per group).
makes two important factors evident.

This finding

While initial perceived dominance

is an important factor, so is the direction of dominance change during
the program.

For the subjects as a whole, initial dominance was the

critical factor, but for the "Stars" change toward a higher level of
perceived dominance was also important.

Only two "Stars" changed their

octant level of perceived dominance, from low to high, and two "Profes
sional Patients" changed their octant level of perceived dominance, in
the opposite direction.

As with self-acceptance, the HRTL program

seems to have a differential effect on participants with respect to
perceived dominance.

Perhaps the factor of perceived dominance could

be more directly focused on in the HRTL program to help patients make
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a better post-hospital adjustment.
The use of the concept of perceived dominance, however, raises
the important question of the relationship between perceived dominance
and overt behavior.

Although there were no behavioral measures of

dominance in this study, Rotter (1966) offered some findings that might
bear on this question.

He pointed out that individuals with an internal

locus of control (defined as high perceived dominance in this study) are
likely to be in touch with their interpersonal environments.
possible that these two factors are directly related.

It is

While no evidence

directly bears on this point, it is probable that perception in high
dominance individuals is not completely distorted.
The analyses of the "Stars" and "Professional Patients" groups
proved to be of value in interpreting the data.

Although the small

sample size contributed to the finding of only two significant relation
ships, the factor of self-acceptance was distributed in the expected
direction, as was the factor of dominance both by octants and D scores.
The important consideration in this study is the adequacy of the
dependent variables because the whole research really hinges on them.
The criteria used in the present study have mixed usefulness.

The

factors that seemed to be the least appropriate were the ones assessing
somatic, psychological, and general adjustment (discomfort).

The factor

that turned out to be the most predictable was perceived problem solv
ing ability.

The findings of the present study are in line with the

position of Frank, Gleidman, Imber, Stone, &. Nash (1959) that change
in social effectiveness and comfort during psychotherapy are different
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processes.

The factor, trouble with alcohol, was subject to possible

distortion by the respondants and was of marginal usefulness as an
outcome factor.
An important point is that patients who were functioning most
poorly prior to the HRTL program (those who had an initial low level of
perceived dominance and self-acceptance) also had difficulty assimilat
ing the goals of the program.

Conversely, those who did well after the

completion of the program also had a high level of perceived dominance
and self-acceptance at the beginning of the program.
The usefulness of perceived problem solving as a dependent
variable is consistent with the objectives of the HRTL program which
stresses the improvement of interpersonal effectiveness.

A more

logical outcome criteria might have been limited to perceived problem
solving.

However, the other outcome factors were used because of the

importance of certain VA goals in contrast to those of the HRTL.
How useful is the Leary system of personality as a research
instrument?

Level II and Level V operations--self-perception and

ideal-self--seemed to be useful in examining the HRTL program, but a
question arises about the utility of the Level I score.

The use of

Level I is plagued by a dual problem--does it do what it purports to
do:

to approximate overt behavior, and if it does, is it a satisfactory

measure?

Unfortunately, neither question can be answered at this time.

While the Leary system received limited support as a research instru
ment in this study, it is possible that the Leary procedures obscure
some individual changes because of the large changes needed for
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significant change in the system.
On the ■whole, the study had only limited success in examining
personality variables that are related to post-hospital adjustment.
Still, it can be argued that self-acceptance and perceived dominance are
both factors which can be used as prognostic instruments appropriate
to the HRTL program.
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